). Yet, only 30% of women in Newfoundland and Labrador consistently participate in cervical screening (Newfoundland and Labrador CHI, 2006) and mortality rates are alarming. The most recent data reveal that the incidence in 1998 was 1.5 times the national average (Health Canada, 1998) 
Cervical cancer claims a significant number of lives each year. It was estimated there would be 1,300 new cases of cervical cancer with 350 deaths across Canada for 2011. In Newfoundland and Labrador, it was anticipated that 20 women would be diagnosed and 10 would die of the disease (Canadian Cancer Society, 2011) .
Pap tests detect pre-invasive cervical cancer changes. With the implementation of widespread Pap tests, the last quarter century has shown a steady decline in the national incidence and mortality rates of cervical cancer (15.2 to 7.6 and 4.4 to 2.0 cases per 100,000 from 1976 to 2005 respectively) (Canadian Cancer Statistics, 2005) . Incidence in Newfoundland and Labrador was 1.5 times the national average in 1998 (Health Canada, 1998) while mortality was estimated at 2.5 times the national average (NLCHI), 2006).
Self-reports from women in national and provincial surveys suggest that considerable numbers of eligible women are not screened according to the national guidelines. Of the women who participated in the Canadian Community Health Survey in 2003, 12.4% reported they had not been tested in three or more years and 11.3% said they had never had a Pap test (Canadian Cancer Society, 2004) . Current available data from the Provincial Cervical Cytology Registry in Newfoundland and Labrador report seven out of every 10 eligible women do not have an annual Pap test (NLCHI, 2006) . The Canadian Partnership Against Cancer (CPAC, 2011) reports that 63.5% of the women in the province diagnosed with invasive cervical cancer from 2005 to 2008 had not followed screening recommendations; time from last screening Pap test to diagnosis was three to five years for 5.9% of women and greater than five years or never for 57.6% of women.
A review of the literature revealed numerous strategies to increase cervical cancer screening among women in clinic-based settings. While it is difficult to clearly ascertain the success rate of different strategies, a Cochrane review through 2000 found that letters of invitation requesting women's participation in cervical cancer screening opportunities had the most conclusive data (Blomberg et al., 2011) . Other strategies found to increase the uptake of cervical cancer screening include media campaigns (Anderson, Mullins, Siahpush, Spittal, & Wakefield, 2009) , campaigns directed towards non-attendees (Jensen, Svanholm, Stoevring, & Bro, 2009 ), telephone/letter reminders (Eaker, Adami, Granath, Wilander, & Sparén, 2004) and education (Forbes, Jepson, & Martion-Hirsh, 2002) .
A study conducted in two family medicine clinics in both rural and urban Newfoundland and Labrador found that a letter of invitation for participation in Pap test screening met with little success. Buehler and Parsons (1997) found using a simple call/recall system to improve participation among women yielded only a small increase that was not statistically significant. They concluded that more aggressive recruitment strategies were necessary.
Studies address the importance of socio-demographic factors such as age, education, marital status, and race as predictors of participation in cervical cancer screening. Ho et al. (2005) reported the most significant predictors of screening participation were higher educational level (p = .003) and being married (p < .0001). Maxwell, Bancej, Snider and Vik (2001) found little difference in cervical cancer screening participation rates across Canadian provinces. Generally, they found participation was less common among older women, single women, women of lower educational preparation, women whose language of origin was not English, and women who were born outside of Canada. Visible minority women were noted to participate less in cervical cancer screening opportunities than Caucasian Canadian women (Amankwah, Ngwakongnwi, & Kwan, 2009) .
Other studies address personal barriers such as women's attitudes and beliefs. Fitch, Greenberg, Cava, Spaner and Taylor (1998) identify being able to talk to their health provider, being treated as a person, and finding answers to their questions were important factors related to increased cervical cancer screening participation. Similarly, Hislop et al. (1996) found that health care providers' positive attitudes, ability to provide clear information, and the development of trusting relationships positively influence participation rates. Burnett, Steakley & Tefft (1995) also noted positive experiences with previous Pap tests, support from significant others, and trusting relationships with health care professionals positively influence women's attitudes toward cervical cancer screening. Other factors such as women's perceptions of Pap tests as unimportant, lack of public education about the preventative value of Pap tests, myriad competing demands on time preventing women from seeking testing, and lack of support from physicians and the health care system for preventative health care all present obstacles to participation (Van Til, MacQuarrie, & Herbert, 2003) . NLCHI (2006) data report that less than 30% of eligible women in Newfoundland and Labrador participate in regular screening. The two nurse practitioners participating in this research found similar results in their practice. This, then, begs the question, Why are Newfoundland and Labrador women not participating in screening opportunities? Interested in understanding this behaviour, a research study was designed to address the question. Despite several attempts using various strategies, researchers were unable to attract a single participant to the study.
Given the difficulty with recruitment, the research team was expanded to include nurses with expertise in research and gynecologic oncology and the gynecologic oncologists were invited as consultants to the team. The study was redesigned to focus on women who had been diagnosed with invasive cervical cancer and who were known not to have participated in cervical cancer screening for at least three years prior to diagnosis. Access to data in the Provincial Cervical Cytology Registry was made available with the permission of the Gynecologic Oncologists. Approval for the study was obtained through the Human Investigations Committee of the University.
Purpose
The purpose of this mixed-methods study is to gain an in-depth understanding of why these Newfoundland and Labrador women did not participate in regular cervical cancer screening. To date, strategies to improve screening rates within the province have met with limited success. Gaining an understanding of this difficult-to-reach group of women's perceptions about cervical cancer screening and their reasons for non-participation will provide data to assist practitioners to identify innovative recruitment and intervention strategies for cervical cancer screening for women in the province in general.
Objectives
• To understand factors that influence women's decisions to avoid Pap tests.
• To obtain descriptions of women's experiences with cervical cancer screening.
• To identify women's perceptions of strategies that may enhance attendance at Pap tests.
• To recommend changes to cervical cancer screening recruitment and intervention practices.
Methodology
Women who were diagnosed with invasive cervical cancer were recruited. Eligibility criteria included women: 1) identified with a diagnosis of invasive cervical cancer; 2) never screened or not screened in the three years prior to diagnosis; and 3) at least two, but not more than six years from diagnosis.
With informed consent, participants in Phase 1 completed taped, face-to-face or telephone interviews of approximately 60 minutes with the gynecologic oncology nurse researcher. Openended, clarifying questions were used to ascertain greater understanding of the lived experience of choosing not to participate in cervical cancer screening (van Manen, 1990; Speziale & Carpenter, 2003) . The limitation of altered participant perspectives resulting from cervical cancer diagnosis and subsequent treatment and follow-up care were recognized. Despite this limitation, it was anticipated that the descriptions would provide rich, sensitive data to assist health care providers gain insight into accessing this difficult-to-reach population. Psychological support, while not required, was available in anticipation of any negative psychological impact the disclosure of thoughts, feelings, and perceptions may have had on participants.
Analysis of the Phase 1 data identified themes providing direction for the development of a questionnaire that was piloted with Phase 1 participants. The revised questionnaire was then distributed in Phase 2 to the remaining participants who met the study criteria to ensure that the findings captured the perceptions, beliefs, attitudes and rationale for non-participation in cervical cancer screening.
Participants
Saturation of data was realized with 11 participant interviews in Phase 1. While Phase 2 anticipated inclusion of all remaining participants identified in the registry, only 51 women met the study criteria. Phase 1 participants were excluded, as they had participated in piloting the questionnaire. The remaining 40 women were invited to complete the questionnaire. A return rate of 63% (n=25) was realized. Participant demographics are highlighted in Table 1 .
Findings
Phase 1 identified seven major themes: 1) physical factors; 2) emotional factors; 3) life gets in the way; 4) lack of education; 5) health care provider; 6) cultural impact; and 7) birth control/ pregnancy.
Statistical analysis of Phase 2 data was completed using SPSS software. Four delimiters [strongly agree (SA); agree (A); disagree (D); and strongly disagree (SD)] were used for each item. With the assistance of a statistician, the questionnaire was assessed for internal consistency. A Cronbach's α > 0.810 was found in the majority of categories. Descriptive statistics were completed and, despite the lack of statistical significance at the 0.05 level, valuable knowledge was gained about why participants did not avail of Pap test opportunities. Table 2 summarizes the data.
Physical factors
Participants in Phase 1 identified physical factors as important elements in the screening experience. They commented on the lack of privacy and the equipment used.
"They call in two or three people at a time in the three different examining rooms, and you're sitting in one and you can hear what they're saying to the next person" (2). "I found it uncomfortable …it is… cold, and they use those forcep things, … it did hurt" (5).
This particular category had a low internal consistency value on the questionnaire. However, two items noted in Table 2 are worthy of comment. While most participants (90%) reported that having a comfortable physical environment was important, 83% reported that doi:10.5737/1181912x232100107 experiencing physical discomfort was not a deterrent to seeking a Pap test. The Pap test was aptly described as "not comfortable [but] 
a necessary evil" (7).

Emotional factors
In Phase 1, participants described a variety of emotionally discomforting feelings in relation to their experiences with screening. Some participants related feelings of violation, "They came in and… I just felt really violated. I didn't feel any control. And I just… felt horrible" (1). Other participants were concerned that they would not be clean enough for the examination. "You never feel like you're clean enough… you scrub yourself and you shower. You use the bathroom and you wash yourself again… You still got that fear" (10). However, Phase 2 participants indicated that avoiding cervical cancer screening was not related to emotional discomfort, a negative sexual experience, feelings of violation, loss of control over one's body, fear of odour, or concern that they would not be clean enough for the examination. Item statistics indicated strong disagreement that any of these factors influenced their decision to avoid Pap tests.
Life gets in the way
Myriad reasons related to the "busyness of life" were identified in Phase 1. One participant described the challenges encountered with juggling work and home life, "A lot of people-they'll call and make the appointment; and then when it's … time to get it done, they'll call and cancel it.
And they'll put it off and say, no, I'm not going to go today; I'll do that now some other time" (5). Another participant described putting the needs of others before her own, "You couldn't just go and have it done. You had to pick a day that they did it, … you know, for a busy mom with three kids" (9).
Related to a busy life, is the challenge of locating convenient health care services and available practitioners,
"If I worked 30 hours a week, I'd probably have to work six days for that 30 hoursbut if you got off five o'clock in the evening, where do you go to get a Pap smear-or if you're getting off three o'clock, by the time you get home and freshen up…So you got Saturdays off. That don't work. Sundays don't work" (8). Another stated, "But doctors in rural Newfoundland and Labrador, … are very much pushed to the limit… stressed out after having to tell a patient that they're dying… or having to give birth to three or four babies… Well, that's not a time to book a Pap smear clinic" (4).
Phase 2 participants agreed; the majority (71%) indicated that having a Pap test was neither convenient nor a priority for them.
Lack of education
Phase 1 participants discussed their own lack of knowledge about the purpose and importance of the Pap test. One participant stated, "
I have friends right now at my age who… still don't know and don't understand why they would have to have a Pap smear done, and I didn't know that until you guys explained it" (4). Another stated, "I thought that I was so young that it wasn't a big, important issue anyway… I'm too young yet to have that and I'll start worrying when I get my Mom's age" (1).
Another participant lamented her lack of knowledge with the statement, "…Nothing was ever explained to me… that they could find things this way. So, you know, over the years that's why I never ever kept up with the Pap smears" (5).
Phase 1 participants suggested that greater emphasis needs to be placed on the education of teenage girls regarding the purpose and importance of cervical cancer screening. They also suggested that public education/public service announcements would encourage women to participate in regular screening. Phase 2 participants (100%) strongly agreed that education would better inform women of the benefits of cervical cancer screening.
Health care provider (HCP)
Participants identified HCPs as having the greatest influence regarding their decision to participate in cervical cancer screening. In Phase 1, women discussed the importance of HCPs explaining all aspects of the procedure, attending to their emotional and physical comfort, making the physical aspects of the environment warm and comfortable, and being cognizant of the importance of privacy. One participant described the lack of explanation during the procedure, "Like here you are-they ' When these items were tested through the questionnaire, Phase 2 participants reported that HCPs explained the procedure, as it happened (79%), and that the physical environment was comfortable (89%). More than half of the responding participants (61%) indicated that the environment was relaxing; 42% felt that HCPs made them comfortable during the procedure. They also felt that Pap test reminders and accessible women's health clinics were important, but the latter was less influential.
Participants in both phases of the study reported that HCPs did not discuss the importance of yearly Pap tests. In the words of one participant, "And he never ever mentioned anything to me. … you should take your own initiative… to look out to your health care; but in the four years that I was going to him … he never asked at all [about Pap tests]" (10). Phase 2 participants reported that HCPs did not consistently discuss Pap test importance with them (physicians 50%; nurses 61%).
Cultural impact This theme encompasses sociological factors that impact participants' decision to participate in screening. Participants discussed the influence of religion, "I know, where I was from… my mother had 10 children, and she was telling me that the priest used to come around and visit every three months and say to Mom-'you're not doing anything not to have any children', and she said-'oh no, no, I'll be trying for another'. That's how much control the church had and that's why she would never talk about going for a Pap test or anything like that" (6). Participants also discussed the influence of family and friends on Pap test decisions, "Maybe some of my fear could've come from my Mom. Growing up as a child I remember, it was like the bad things that… she had to get done. I think that some of it could've come from there-I mean, from generation to generation. I mean, no woman has ever said… you want to get the Pap smear done" (1).
Phase 1 participants talked, as well, about the importance of having a consistent individual perform the Pap test, regardless of the professional designation of the HCP. Phase 2 participants (61%) agreed. Less than half of Phase 2 participants (46%) reported that family/friends encouraged them to participate in screening and only 39% reported that family/friends influenced their decision positively to participate.
Birth control/pregnancy
Participants in Phase 1 identified Pap test participation with birth control and pregnancy. They perceived the need for a Pap test as a pre-requisite to receiving a prescription for the birth control pill. In the words of one participant, "I didn't even use the birth control pill because I knew I had to come and get a Pap smear. So, myself and my husband used alternate forms of birth control" (1).
Another stated, "Well, when I was younger, I used to get it done because I was on birth control pills, … but, after I met my husband and I stopped the pills and started having babies… I don't need my pills; I don't have to go" (11).
Phase 1 participants remarked that once they no longer needed birth control renewal or prenatal care, they were not offered routine cervical cancer screening. One participant stated, "When I was younger and just got married and having my children, I found that you were encouraged to have Pap smears basically because you were on some method of birth control, and they encouraged it at least once a year… As time progressed and, of course, I gave up the pill. I had a tubal ligation done. You never heard a doctor mention a Pap smear" (4). The majority of Phase 2 participants, however, disagreed that their participation in cervical cancer screening was influenced by any of the birth control/pregnancy factors identified in the Phase 1 data.
Discussion
The lack of willing participation in the originally proposed study on non-adherence to cervical cancer screening speaks volumes. The difficulty with that recruitment led to a revised approach to the study seeking participation from women who had already been diagnosed with invasive cervical cancer. Psychological support was made available to all participants in the event that the recall of experiences with diagnosis and/or treatment evoked anxiety. Eleven women agreed to participate in Phase 1 of the study and a return rate of 63% was realized with the phase 2 questionnaire.
This study does not include discussion of the Human Papilloma Virus (HPV) as it relates to cervical cancer development. The development of cervical cancer in relation to HPV has been known for more than 20 years, but the HPV vaccine has only recently been available (CPAC, 2009 ). Participants in this study had not received the vaccine and, therefore, the Pap test remains the preventative strategy of choice in screening for cervical cancer for these women.
Of the seven major themes identified by participants in Phase 1, the theme having the most impact for the Phase 2 participants was "health care provider". Some studies (Gannon & Dowling, 2008; Van Til et al., 2003; Warman, 2010) describe letters of invitation for a Pap test as effective methods of increasing screening uptake. However, Buehler and Parsons (1997) found this strategy unsuccessful at increasing Pap test participation in Newfoundland and Labrador. Strategies suggested by participants include an organized cervical cancer screening program, as well as opportunistic screening. It is recommended that individual HCPs implement a method of flagging charts so that women are readily identified and offered opportunistic screening when presenting to HCPs for other reasons.
Some participants perceived inadequate privacy during Pap tests and this was seen as a deterrent. The lack of privacy was two-pronged: some women were uncomfortable with the privacy afforded in the physical environment such as "paper thin walls" and "see through" window coverings; other participants expressed concerns regarding confidentiality such as being overheard in the examining room or being questioned by others in the waiting room as to the reason for their visit. Van Til et al. (2003) report that privacy before and during the Pap test is an essential factor influencing women's decision to participate in screening. Amarin, Badria, and Obeidat (2008) report the most frequent reason for not having a Pap test was anxiety regarding physical privacy. Blomberg et al. (2008) note neither the sensitive nature of the examination nor the resulting embarrassment and pain were enough of a deterrent to avoid Pap tests. Participants in this study remind us of the differences in perceptions between HCPs and health care recipients. While it is easy to become complacent to the surroundings of the environment and the routine of the day-to-day work, it behooves HCPs to remember that participation in cervical cancer screening is not "routine" to women.
Physical discomfort was not a deciding factor in having regular Pap tests. However, participants felt strongly that the physical environment needed to be comfortable. The majority of participants in this study report that the physical environment was comfortable and relaxing, they did not feel rushed, and HCPs explained the procedure, as it happened. Despite this, participants report not feeling comfortable during the Pap test. These findings left the researchers questioning, "What else can HCPs do to make women feel more comfortable about participating in Pap test opportunities"?
The perception of comfort is subjective in nature. Is it realistic to believe that women will ever feel comfortable during the Pap test? Or that health care providers can assist women to attain the degree of comfort they require/need for cervical cancer screening? Perhaps what most needs to be examined are the concepts of intimacy and vulnerability to which women are exposed when having the Pap test. Twinn and Cheng (2000) state the caring nature of the HCP was an important contributor to women's level of comfort during the procedure. Fitch et al. (1998) and Hislop et al. (2003) report that participants identified the desire to be treated as a person by HCPs as important, and that caring and sensitive listening were facilitators of cervical cancer screening uptake.
While HCPs should be aware of the importance of Pap tests for early detection of cervical cancer, it is not always discussed or encouraged. Only half of the participants in this study reported that physicians discussed the importance of cervical cancer screening and less than 40% reported that nurses did so. Less than 50% of participants reported that physicians encouraged them to have a Pap test. Van Til et al. (2003) supports this finding that HCPs often do not offer Pap tests to women. Other literature purports that physician behaviour impacts women's participation in screening. In fact, "underuse of Pap smears may be attributable, in part, to the physician's passivity regarding screening" (Harokopos & McDermott, 1996, p. 353) . Miedema and Tatemichi (2003) state that the strongest predictor of compliance with cervical cancer screening was physician suggestion. Likewise, Lockwood-Rayermann (2004) questions if under-screening is a result of the Pap test not being offered by HCPs.
A second theme emerging from this study is emotional factors. Interestingly, participants in Phase 2 do not agree with the majority of items identified by Phase 1 participants such as feelings of violation, loss of control, or bad sexual experiences. Yet, almost 25% of Phase 2 participants report that emotional discomfort was strong enough to discourage them from receiving further testing. As noted in Table 2 , 35% of Phase 2 participants perceived not being clean enough for the Pap test and 32% were concerned that the HCP might notice a bad odour/smell. The emotional factors noted in this study are related to personal hygiene concerns. However, the literature identifies non-hygiene factors as influencing Pap test uptake. Those factors are identified by Fitch et al. (1998) as embarrassment, humiliation, and unpleasantness. Fylan (1998) reports that fear and embarrassment influenced young women's decisions to participate in screening opportunities and Allen (1992) reports that past sexual abuse negatively influenced screening behaviours.
The main question noted in this theme is whether the emotional discomfort related to personal hygiene contributes to Pap test non-adherence, or whether there are other unidentified factors that contribute to that emotional discomfort. While further research is required to answer this question, it is important to note that participants in this study did not identify other emotional factors when provided the opportunity to do so.
A third theme centred on issues related to education. Phase 1 and Phase 2 participants feel that there is a lack of education about the importance of cervical cancer screening. Participants believe that the importance of the Pap test should be taught to teenage girls and public education sessions and public service announcements would encourage participation. Other researchers report similar findings. Fitch et al. (1998) recommend several strategies for informing women about the importance of cervical cancer screening including radio and television announcements, as well as educational videos and publishing articles in women's magazines. Gannon and Dowling (2008) report that nurses play a key role in educating women about the importance of the Pap test and that lack of knowledge and education contributed to women's failure to attend cervical cancer screening. Warman (2010) identifies education as the first step to increase adherence to cervical cancer screening and Van Til et al. (2003) affirm that women want to know more about the Pap test and its benefits.
Another theme emerging from this study is life gets in the way. In Phase 1, participants assert knowing the benefits and importance of having yearly Pap tests. Despite this, women report the busyness of life and the intrinsic responsibility to care for and about everyone and everything before themselves takes precedence over their own preventative health practices. The sentiment of many of the participants can be found in this woman's words, "A lot of people that I talk to say, I don't have time. I don't have time. Now, I say I have time". (8) The majority of Phase 2 participants agree; less than 30% felt having a yearly Pap test was convenient for them and made it a priority. Oscarsson, Wijma, and Benzein (2008) report similar findings where women declared busy lives, full of commitments, and personal matters. As long as they felt healthy, they did not make gynecological visits a priority. Participants in this study concur with the findings of Van Til et al. (2003) ; time constraints and putting the needs of others ahead of themselves were factors impacting their decision to participate in screening. Societal expectations of women, as caregivers, find them seeking care for family members, but being less effective at obtaining care for themselves. This practice offers HCPs an excellent opportunity to educate women and offer opportunistic screening.
Issues around birth control and pregnancy arose as a theme in Phase 1. Participants identified having a Pap test because it was necessary to obtain a prescription for birth control, or as a component of prenatal care. Women reported that when these services were no longer required, their need to seek health care services for themselves diminished. This Phase 1 data are supported in the literature. Fitch et al. (1998) report that participants first learned about Pap tests when seeking prescriptions for birth control. Lovell, Kearns, and Friesen (2007) report that cervical cancer screening is consistently associated with childbearing and Oscarsson et al. (2008) report that women older than 50 believe that gynecologic health practices are associated with the reproductive years. Despite the findings in Phase 1 and the supporting literature, the majority of Phase 2 participants (74%-84%) did not agree. While further research is required around the association between birth control/pregnancy and cervical cancer screening, the findings reiterate that it is incumbent on HCPs to use all opportunities to educate women and offer opportunistic screening whenever possible.
The final theme identified in this study is cultural impact, which comprises family, friends, and HCPs influence on participants' decision to avail of screening opportunities. In Phase 1, participants identified that family/friends influenced and encouraged them to have a Pap test. However, the majority of participants in Phase 2 disagree, (61% influence; 54% encourage). Phase 1 participants also identified a fear that other patients in the waiting room would ask the purpose of their visit at the health clinic or physician's office. Again, Phase 2 participants disagree (95%). What seems to have had the most impact on participants in both phases of the study is the availability of a consistent HCP to perform the Pap test and the relationship the participant had with that HCP. Blomberg et al. (2008) state continuity in a relationship with the HCP was more important than the HCP's professional designation. The caring nature of the HCP, communication skills, and confidence in the practitioner are also cited as important influencing factors (Fitch et al., 1998; Gannon & Dowling, 2008; Twinn & Cheng, 2000) . As one participant in this study stated, "[The HCP] makes you feel so comfortable. I think it's the individual-whoever is doing the Pap test for you" (6).
Limitations
This study was limited by the small sample size in Phase 2 (x=25). It was also limited by the unavailability of a tested questionnaire. Subsequently, a questionnaire was developed and piloted with Phase 1 participants to test for internal validity. Further testing of the questionnaire is required to establish reliability.
The study was limited by the biased sample population of participants diagnosed and treated for cervical cancer. While participants' experiences were poignantly recalled during the interviews, the findings are limited in that all participants had been subjected to many pelvic examinations post diagnoses. Although participants were asked to limit their descriptions to the pre-diagnostic period, it is recognized that memories of pre and post diagnosis examinations may have become blurred at times.
At the same time, however, it must be recognized that the participants comprise a fraction of a very difficult-to-reach population. These women had not received cervical cancer screening as recommended and were subsequently diagnosed with cancer. As a result, they have a vested interest in helping researchers understand the barriers to, and promote the uptake of cervical cancer screening in other women.
Implications for nursing practice and research
The issues around women's perceptions, beliefs and attitudes associated with cervical cancer screening and the reasons for avoiding Pap tests are multifactorial, inter-related, and complex. For this reason, the implications of this study's findings are organized into four categories: women, health care providers, health care system, and future directions.
Women
Women need to be empowered to make wise and informed decisions regarding preventative health practices. HCPs need to educate young, female teenagers regarding the importance of cervical cancer screening and to assist women in understanding the purpose of the Pap test as a diagnostic tool for precancerous changes. Empowering women to embrace preventative health practices through education and role modelling is imperative to improve screening rates and reduce incidence of cervical cancer. All avenues must be explored to inform women of the benefits of cervical cancer screening as a preventative health practice such as public service announcements, public education opportunities, and media campaigns. As well, those women who meet the criteria for HPV vaccination should be encouraged to receive it.
Health care providers
Health care providers need to be cognizant of whole person care when interacting with women seeking cervical cancer screening. They need to attend to the physical environment, ensure privacy, promote physical comfort, and explain the procedure, as it is performed. They should avail of all opportunities to educate and encourage Pap test participation whenever women present for health services.
Implementation of a process to remind women when their Pap test is due (flag charts, reminder letters, organized testing program) is felt to be beneficial. Also, making an effort to provide appointment times for Pap tests that are convenient for women is advantageous.
Health care system
The health care system needs to support and embrace interdisciplinary collaborative practices to respond to the need to improve cervical cancer screening. The system must work to strengthen community partnerships to increase screening rates and help build healthy communities. Building healthy communities might start with the implementation of women's health days accompanied by a media blitz. Finally, every effort must be made to support community-based cervical screening initiatives.
Future directions
This study provides new data on understanding individual women's perceptions, beliefs and attitudes associated with cervical cancer screening, reasons for avoiding Pap tests, and personal insights about the Pap test experience. However, alternate approaches to providing Pap test opportunities still need to be explored. This small sample size of participants with a known cancer experience and treatment provides a foundation for future work in this area. Another study with a larger sample size and with participants not diagnosed with cancer should be undertaken.
Conclusion
The rich data obtained through this study address the multifactorial and inter-related issues around women's perceptions, beliefs, and attitudes associated with cervical screening and the reasons for avoiding Pap tests. Only by understanding the complex nature of these issues can women be empowered to embrace this important preventative health practice. The authors acknowledge that since the inception of this study, much work has been instituted by the provincial Cervical Screening Initiatives Program. It is anticipated that the findings from this study will support their future endeavours to advance organized screening programs within the province.
It is imperative that the health care provider, the health care system, and women themselves, work together to improve participation in cervical cancer practices to lessen the impact of cervical cancer on the lives of women in Newfoundland and Labrador.
